
 STATE OF WEST VIRGINIA                             
Offices of the Insurance  Commissioner                                                                                                          

 
 

Please provide the following information pertaining to the claim for which you are 
requesting Claims Index information.  Return the completed form to: 
 
WV Offices of the Insurance Commissioner 
Attn:  Claims Services 
PO Box 50541 
Charleston, WV 25305 
Fax:  304-558-8948 
 
Date of Request: _________________   
 
Claimant Information:   
First Name: _________________  Last Name: ______________________ 
 
SSN: ______________________   Claim Number: ___________________ 
 
Requesting Party:  
Carrier FEIN: ______________________ 
 
Carrier Name: _____________________________________________________ 
 
Address: _________________________________________________________ 
 
City: ______________________  State: ________ ZIP Code: ________ 
 
Telephone: ____________________ Fax: ______________ 
 
Requesters Name: _________________________________________________ 
 
Requesters Title: ___________________________________________________ 
 
Signature: _________________________________________________________ 
 
To be completed by Claims Services: 
Date Received: _________________ Date Approved: _____________________ 
 
Approved By: _______________________________________________________ 
 
If you have any questions regarding the completion of this form you may contact  
 
Deborah Seyedtalebi at 304-558-1966 ext.3128, or   
 
Deborah.Seyedtalebi@wvinsurance.gov 
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